New Employee Orientation




elcome Letter

Wi weieycountytn.gov
T:(731) 30A-5820 I {731) 364-3858

We want to welcome each of you to the Weakley Cosnty School Syssem. Below bs information that may be helpful
coruening yoer jay wul beaclits

Yoo have beea provided a salary schodule in your packes. Your gross monehiy salary will be equal 1o the salary
Becd on your sdocation kevel and your years of sxpecence dividad by twelve

You are paid based on 2 200 duy controct of which 130 are work duys, $ see (nsservice, S are workdeys, and 10 are
Rolidays (swm | holidsgy for evary 20 days you work),

You will be peid on the 15 of every month unless the 15 Blls on 2 Saterdsiy ar Sundssy then you will be paid on e
Friday before the 15 Your fiest check is September 15, 2011

Y our summer pay srbs for June and July will not be mailed wless you provide a sell-addressed samped envelope v
the Weakley Courty Deganment of Finunee. The aubs that are oot pickead o oo mailed will be seot 50 the sehood in August.

You will cars 10 5k days and 2 perscaal deys per year. You earn one skek day for every tenty dans you work.
You wam cone personal day for every one hundred davs you work, You we allowed to use your sick s before you cam
e however. deductinns will be made lmmediately from check 1P ywe have & negative halance

Your physicals st be completed oy October 1™ 1 this Is not dose yos willl nat receive your October check ust it
= compheted,

Yers are cligible lbuil(lmhpu-om ¢ pustic ipaled in a nax.defemed anauiry prograe. The minkmem thy
your contribngion is $50. The & e P @ par g vendors:

Horsce Mann: Castomer Servics: | 800.599.1030
Woodmen of the Woeld: Reps: David Spencer 7313870654
Natiomwide Retiremert: 1-877-677-3678

You are eligibhe for Usabde Life and Aflse. Products are Ssabiiiny, file, cancer, sccident, cic, Uissble will be o your
schoal i Augwst or September. Our sepresensative is Al Cary, 7315373038 Our Aflac agere & Vicki Will,
T3L.281.8014.

You are eligitde 10 perticipato i the Weekley Coumy Governmtent Employees Credit Unlon. The minimem
comtribution is 35 per mongs 1L cams it similar 1o & savings socomt, Once & member you see eligible for personal
Inans and car lnans,

U you were & lioensed substioste teacher, you may be eligitde for expenence credi. I you saught In school systoms
besides Weakley County portact the Pensonnel Department and request tht your experivace be submiged 1o the Sode,

I you tave any other iuestions, please foel free W contast me,

Shawn Francisio,
Director of Finamee

\17

Welcome!

weakley County, Tennessee




’ Teacher’s Salary Schedule

2011-2012 WEAKLEY COUNTY TEACHERS' SALARY SCHEDULE

EXPERIENCE 0 1 2 3 4 5 il 7 8 9 10 11 12 13 14 15 16 17 18 19 20 | 21-24| 25

DEGREE

BACHELORS _ [SALARY TOTAL 32,950 | 34319| 34319 | 34,494 | 34855| 35387 | 35887 | 36,356 | 36,878 | 37504 | 37,960 | 38,546 | 39,003 | 39,561 | 40,027 | 40.810| 40,880 | 41,154 | 41220 | 41.490| 41,676 42,087 | 42,311

MASTERS SALARY TOTAL 35,535 | 36,951 | 37,108 | 37,291 | 37,734 | 38406 | 38908 | 39,540 | 40,256 | 41,109 | 41,299 | 42,185 | 42,365 | 43,279 | 43516 | 44,433 | 44513 | 45123 | 45172 | 45952 | 45952 | 46,376 | 46,594

MASTERS + 30 |SALARY TOTAL 37,993 | 39,420 | 39,574 | 35,770 | 40,162 | 40,868 | 41,371 | 41981 | 42,659 | 43,573 | 43783 | 44,725| 44,863 | 45859 | 45981 | 47,022 | 47,092 | 47,809 | 47,827 | 48,754 | 48,872 | 49,353 | 49,579

ED.S. SALARY TOTAL 38,846 | 40,123 | 40,175 | 40642 | 41,071 | 41,743 | 42456 | 43,362 | 44,631 | 45592 | 45783 | 46750 | 46,952 | 47,961 | 48,163 | 49,288 | 49,291 | 50,272 | 50282 | 51285| 51.285| 51,884 | 52128

DOCTORATE | SALARY TOTAL 41,540 | 42826 | 42,878 | 43277 | 43925| 44822 | 46,038 | 47010 | 48639 | 49450 | 49643 | 50688 | 50,905 | 52,010 | 52,200 | 53406 | 53409 | 54,487 | 54,494 | 55606 | 55718 | 56,228 | 56478




New Teacher Checklist

New Teacher Checklist

Name:

School:

* New Hire Report
o W-4Form

* |-9Form

* Copy of 2 Forms of I.D. ( Driver’s Li ISocial Security Card) |

« Direct Deposit Acknowledgement Form

o T C lidated Retil Form (TCRS) |
«+ Employ Checkli
.l /Change Appli

« Dental Selection Card (Assurant Plan Only)
« Policy Acknowledgement Card

« Physical Form

« Teaching Certificate

« Experience From Prior Schools

« Sick Days from Prior Schools

« Signed Contract




Code of Ethics

CODE OF ETHICS
WEAKLEY COUNTY, TENNESSEE

Definitions.

(1) “County” means Weakley County, which includes all boards, committees,
commissions, authorities, corporations or other instrumentalities appointed or
created by the county or an official of the county, and specifically including the
county school board, the county election commission, the county health
department, and utility districts in the county.

(2) "Officials and employees® means and includes any official, whether elected or
appointed, officer, employee or servant, or any member of any board, agency,
commission, authority or corporation (whether compensated or not), or any
officer, employee or servant thereof, of the county.

(3) Personal interest means, for the purpose of disclosure of personal interests in
accordance with this Code of Ethics, a financial interest of the official or
employee, or a financial interest of the officials or employses spouse or child
living in the same household, inthe matter to be voted upon, regulated,
supervised, or otherwise acted upon in an official capacity.

Disclosure of personal interest in vofing matters. An official or employee

withthe responsibility to vote on a measure shall disclose during the mesting at
which the vote takes place, before the vote and to be included in the minutes,
any personal interest that affects or that would lead a reasonable person to infer
that it affects the officials vote on the measure. In addition, the official or
employee may, to the extent allowed by law, recuse himself or herself from
voting on the measure.

Disciosure of personal interest in non-voting matters. An official or employee

who must exercise discretion relative to any matter other than casting a vote and
who has a personal interest in the matter that affects or that wouid lead &
reasonable person to infer that it affects the exercise of the discretion shall
-disclose, before the exercise of the discretion when possible, the interest on the
attached disclosure form and file the disclosure form with the county clerk. In
addition, the official or employee may, to the extent allowed by law, recuse
himself or herself from the exercise of discretion inthe matter.

Acceptance of gifts and other things of value. An official or employee, or an

official’s or employee’s spouse or child living in the same household, may not
accept, directly or indirectly, any gift, money, gratuity, or other consideration or
favor of any kind with a value greater than $50.00 per day from anyone other
than the county:




New Hire Report

STATE OF TENNESSEE
NEW HIRE REPORTING

Effective October 1, 1997, all Tennessee employers are reauired to report certain information about employees who have been
newdy hired, rehired, or have retumed to work. Employers must either (1) complete this form, or (2) submit a copy of the
employee's IRS W-4 form, (3) other form with reguired information at a minimum, or (4) submit the information by Internet,
magnetic tape or diskette. This form may be reproduced as necessary. Reports made on this form must be within 20

calendar days of hire or if vou wish to help the Department of Labor and Workforce Development, within 5 days of date

of hire.
TO ENSURE ACCURACY, PLEASE PRINT {or TYPE) NEATLY IN UPPER-CASE
LETTERS AND NUMBERS, USING A DARK, BALL-POINT PEN
REQUIRED INFORMATION: EMPLOYEE DATA
- 3 First M
vame: [J[T]]]

XESDEN ELEMENTARY SCHOOL S, ;
naaress: (LT LTTT1

l

I

Social Security Number: | | | |- | |- 110
[]
[
[]
[
[

\ (Do not use
] A S B Employer
| 1 SN :::‘E\/SQNQ] | ] ' I Star Zip Code
\ S R veo - [TTTTTI
‘ it | o Employee Dateof [D-D]—D:ED
' Federal EIN: ED [ EMPLOYER DATA |

N L]

11
sasss: [T 1] 1]
[T
[T

L1

City.

ADDITIONAL INFORMATION:

Dot Number: [TITTTITITIIIIIIITITTTqd
Gender (NUF): D Employee State of Hire: I:D Date of Birth: :D—I—’_—H_[_—ED

Earned Income Tax Credit Available? (Y/N): D Employee Loft Your Employment? (Y/N): D !
(it unknown, leave blank) (Has this employes left your smployment before |

Does your company offer Medical Insurance? (Y/N): you filed this report?)

Sorporate [TTTTITTTTTTTTTTTITITITTIL]

or Payroll I ] ‘
| [1]

[T
s, (TTTTLTTTTTTIITITITTLIIIIIIIIT] |
P o G HIT

REPORTS WILL NOT BE PROCESSED WITHOUT MANDATORY INFORMATION ‘

[1]
[T
[1]
[T

Send Reports To: Tennessee New Hire Reporting Program
P.0. Box 17367
Nashville, Tennessee 37217
Eax: (877) 505-4761 l




Form W-4 (2011)
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I-9 Form

OMB No. 1615-0047; Expires 06/30/09
Department of Homeland Security Form I-9, Employment
U.S. Citizenship and Immigeation Services Eligibility Verification

Read instructions carefully before completing this form. The instructions must be available during completion of this form.

ANTI-DISCRIMINATION NOTICE: Itis illegal to discriminate against work-authorized individuals. Employers CANNOT
specify which document(s) they will accept from an employee. The refusal to hire an individual because the documents have a
futurc expiration date may aiso constitute illegal dis

Section 1. Employec Information and Verification (1o be completed and signed by enployee df the fime Tegins)
Print Name:  Last Fiest Middle Initial | Maiden Name

Address (Streer Name and Number) ApL# Date of Birth fmonthiday/year)

City State Zip Code Social Sceurity #

| atiest, under penalty of pesjury, that Jam (check one of the following)

] A citizen of the United States:

[J A noncitizen national of the United States (see instructions)

[ Atawdul permanent resident (Alien #)

[[] An alien authorized to work (Alien # or Admission #)
until if applicable - )

Employee's Signature Date (monthvdayycar)

1 am aware that federal law provides for
imprisonment and/or fines for false statements or
use of falsc documents in connection with the
completion of this form.

Preparer and/or Translator Certification (7o be complered and signed if Section | is prepared by o person other than the employee.} 1 artest, wnder
penally of perjury, thar | have assisted in the completion of this form and that 10 the best of my knowvledge the information s true and correct.

PreperersiTransialor's Signature Print Name

‘Address (Siree! Name and Number, City. State. Zip Codle) Date (month/day/year)

Section 2 Employer Review and Verification (To be compleled and signed by employer. Examine one document from List A OR

examine one document from List B and one from List C, as listed on the reverse of this form, and record the title, mumber, and
cxpirauon date if any, of the document(s),)
List A List B AND ListC

Document title:
Issuing authority:
Document #:

Expiration Date (ifany):
Document #;

Expiration Date (if any):
CERTIFICATION: I attest, under penalty of perjury, that | have examined the presented by the aby d emplayee, that
the above-listed document(s) appear to be genuine and to relate to the employee named, that fhe employce began cmployment on
(month/day/year) and that to the best of my knowledge the employec is authorized to work in the United States. (State
employment ageicies may omit the date the employee began employment.)
Signature of Emplayer of AuThorized Represemvaive Print Name Tile
Busmess or Organization Name and Address (Sireel Name and Namiber. Crty. Siate, Zip Code) Date (monthidayyear]

Section 3. Updating and Reverification (7o be completed and signed by enployer.)

A New Name (if applicable) B. Date of Relire (montivaayvear) (i applicable)
. i employee's previous grant of work authorization has expired, provids the information below for That
Document Title: Document #: Expiration Date (if any):

Tattest, under penally oF perjury, tha ta (he DESt of my knowleage, (s employee 15 AUthOFIzZEd {0 worik i the UIted STAtes, and if the employee presented
docament(s), the dosument(s) | have cxamined appear to be genuine and to relate to the individual

Tmturs of Employer of AUNGizEd Represenzive

Date (month/dayivear)

Form 1-9 (Rev. 02/02/09) N Page 4




Direct Deposit Form

COUNTY OF WEAKLEY
DEPARTMENT OF FINANCE
AUTHORIZATION FOR AUTOMATIC PAYROLL DEPOSIT

Are you Iy drawing a T Consolidated Reti check? Yes or No

NAME:

SOCIAL SECURITY NUMBER:

BANK NAME:
CITY, STATE:
CHECKING ACCOUNT #:
AND/OR
SAVINGS ACCOUNT #:
ROUTING/TRANSIT/ABA NUMBER:

PLEASE ATTACH A VOIDED CHECK.

1 hereby authorize the Weakley County Department of Finance to
automatically deposit my payroll check into the above account(s).

PRINTED NAME:

SIGNATURE:

DATE:

#* [F YOU SHOULD HAVE ANY CHANGES, BE SURE TO SEND THE
DEPARTMENT OF FINANCE WRITTEN NOTIFICATION IN A TIMELY
MANNER.




Tennessee Consolidated Retirement System

O

Tennessee Consolidated
Retirement System

Selecting A
Beneficiary

What you should consider
and what TCRS recommends

e o

David H. Lilard, Jr.
State Treasurer
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Ternmn C tidated
Retiiement System
502 Deoderick Stree!

Jill Bachus Nashville, TN 372430201

Director of TCRS

J




TCRS Membership Form

M EMBERSHIP TENNESSEE CONSOLIDATED gﬁs:;im:::;jvssg
Form e
ACK ink. e by Form.
[ New ember [[] Transter from Another TCRS Agency
Member Information
Social Security Number | Birth Date
Last Name | FirstName Sex
Address
City [ state Zip
Home Telephone I Work Telephone
lembership Date [‘Depanmem Code Retirement Type.
[Employment (cneckone) [ JFullTime [ PartTime | Employment Date
Status [ JRegular [ ]Seasonal [ JTemporary [ ]interim [_]Emergency hoursperday _____days perweek
Ifteacher, total months worked peryear [ 110 [[]12 | Title of Position
Date first deduction will be made [Payroll Officer Telephone#

Previous Employment—Fill out this section if you have ever been a member of any state or local retirement system.
Name of retirement system(s) other than TCRS:
Name(s) under which you were listed:

Have you ever been refunded your contributions with the TCRS?

Have you ever received benefits from TCRS?

Beneficiary Designation
LastName FirstName Relationship Sex Birth Date Social Security No.
Name of Institution or Estate Taxpayer L.D. Address

| | |
[signature ofMember [ pate

For theterm“person” means any individual,firm,
organization, partnership, association, corporation, estate, or trust, ESTATES, MULTIPL! ARE ELIGIBLE FORLUNP-SUM
IFYOULIST , TIPLE THEY LY INANY LUNP-
g T0 'NOLUMP: WILL BETHEONLY
PERSONELIGIBLEFORANY T
named as beneficlary. If you name your spouse as beneficiary, he or she may itied to monthly ice. ge
ontactihe Ifavailable, | electOption ‘ 1 the member,
i however,
pe Idirect
instead as sole beneficiary.
STATEOFT -COUNTY OF |
i ly day, 20, |
who makes oath that (he) (she) executed the foregoing instrument.
My C
Notary Signature and Seal |
Atter make ples. Original—TCRS; Copy—Agency; Copy—Employee |

TR-0353 (Rev. 10/05) RDA413




Physical Form

WEAKLEY COUNTY
GENERAL MEDICAL EXAMINATION RECORD FOR TEACHING

PHYSICIAN'S EXAMINATION

This report is confidential.

NAME. :

Last First Middle
Date of Birth Race Sex Marital Status
Height Weight Average Weight for height

Name of all illnesses or injuries occurring in past five years

Vision: Without Glasses: R 20/ L20/ With Glasses: R20/ L 20/

Skin Feet Varicose Veins. Posture
Lymph Glands. Orthopedic, Breasts,
Thyroid Teeth Gums,
Ears: R__L___ Nose _ Throat Tonsils,
Heart Blood Pressure. ! Pulse,
Arteriosclerosis Dyspnea Edema
Lungs. X-Ray. Date of X-Ray.
Abdomen, Hemia, Nervous System,
if indi : Genitourinary.

AnoRectal Pelvis
Laboratory urine ination, Blood test
After careful examination, do you find applicant physically and emotionally sound?

Yes e No‘
If not, give reasons, -
Date M.D.

Printed name of above signature:




Employee Acknowledgement Card

° Located in Side EMPLCYEE ACKNOWLEDGMENT

By signing this form, | acknowledge that | have received a copy of

k lhe personnel policies currently in effecl for my office as of this

Personnel Hand OO dale, and | undersiand thal it is ny responsibility to read and
comply with the policies. These holicies cannol and are 1101

inlended lo answer every queslion aboul my employiment wilh
Wealdey Counly. | undersland thal | should consull my superviso
or the payroll office regarding any part of lhe policies (hat | do not
tmderstand or any queslions | may have ahoul iy employmen! wilh
Weakley Counly thal are nol answered in the policies.
policies will always be on file in lhe office of the Wea

Clerk, and | may examine them there at any lime du

business hours.

The current
kley Counly
ring normal

The policies are necessarily subject to change, and | acknowledye
thal revisions may occur from lime to time. | understand that all
changes to the policies will be filed in the office of the Wealdey
County Clerk. Although my employer will usually provide me wilh
nolice of changes, | undersland hat changes will apply fo me
regardless of whether | receive aclual notice. | undersland that
revised information may supersede, modify or eliminate any or all
of the policies at any time. Al information contained in the policies
is subject to applicable state and federal laws, rules and
regulalions, and | understand that to the extent that any stich laws
may conflict with any provision of the policies, such laws, rules and
regulations will control.

| acknowledge that none of the County’s policies may be construed
to create a contract of employment or any other legal obligation,
express or implied, and that any policy may be amended, revised,
supplemented, rescinded or otherwise altered, in whole or in part,
atany time, in the sole and absolute discretion of Weakley County.

Employee Name (lype or print)

'

Employee Signature Dale




Personnel Handbook

WEAKLEY COUNTY
TENNESSEE

PERSONNEL

HANDBOOK

Revised May 2008




ANY QUESTIONS SO FAR?

O

» Feel free to ask questions- that’s why we’re here.

» Now let’s talk about health insurance.




[.ocal Education Checklist

STATE OF TENNESEE GROUF INSURANCE FROGRAM
EMPLOYEE INSURANCE CHECKUIST — tOCAl (DUCANON PLAN
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[.ocal Education

ealth Enrollment Form

AE,  STATE OF TENNESSER GROUP INSURANCE MOGRAM PART"ERS
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Dependent Eligibility Form

DEPENDENT ELIGIBILITY

Definitions and Required Documents (rev 7/20/10)

PARTNERS
FOR HEALTH.

TYPE OF DEPENDENT
Spouse

DEFINITION

REQUIRED DOCUMENT(S) FOR VERIFICATION

Islegally maried

Page 1 and signed page year
Federal Income Tax Return (1040, 1040A or 1040€Z) listing the spouse’s name
25 il o

Page 1 and Certificate of Electronic Filing (must show as accepted) of
participant’s prior year Federal Income Tax Retur (1040, 1040A or 1040E2)
Tisting the spouse's name and marked either married fling ointly or married
filing separately; or

Marriage certificate and one of the following:

« Proof that participant and spouse own a home or other real estate together
- Proof that participant and spouse are both listed on a lease or share the rent
of a home or ather property

« A utilty bill with both names

« Proof of a jointly-owned bank or financial account

«Proof of a joint loan or deb obligation

is acceptable proof of eligibility

Natural (biological) child
under age 26

Anatural (biological] child

The child's birth certificate; or

Certificate of Report of Birth (05-1350); or

(Consular Report of Birth Abroad of a Gitizen of the United States of America
(FS-240); or

Certification of Birth Abroad (FS-545)

op age26

A i has adopted
or s in the process of legally adogting

adopted

Judge

the child; or

International adoption papers from country of adoption; or

Papers from the adoption agency showing intent to adopt

(Child for whom the participant
s

A child for whom the participant
isth

Any legal document that establishes quardianship

Stepchild under age 26

A stepchild

Verification of marriage loyee and spor
of the child showing the relationship to the spouse; or

y that
and the spouse or the member

the stepchild

it

recipient with respect to the

received a Qualified Medical
Order

Child Support rder (QMCS0)

Court by a judge: or

Medical support orders issued by a State agency

age (who falls

at the time

nder

un
listed) and due to a mentalor physical
disability, is unable to ean a living.
The dependent’s disability must have
begun before age 26 and while covered
under a State-sponsored plan.

black out any Social Security numbers and any personal information.




Insurance Rates

WEALKEY COUNTY LOCAL EDUCATION
HEALTH INSURANCE RATES
EFFECTIVE JANUARY 1, 2011

| -
TOTAL | COUNTY |1 oo ‘7, |
PLAN PLAN TYPE | PREMIUM | SHARE :

CIGNA - WEST
PARTNERSHIP PPO |[EMPLOYEE ONLY $ 48890 |S 35168 |8

EMPLOYEE+CHILD(REN) 773.89 50407 |

EMPLOYEE+SPOUSE 914,36 574 41

ILY 1,219.14 72680 )

s 493900|s 37043|S

STANDARD PPO 3
798.69 2282 | 27587
984.36 05.66 |Em— g

726044 7580510

PARTNERSHIP PPO |EMPLOYEE ONLY s 47890|s 359.18 (8
79360 51657
534,36 | 586.01
123914 73930 |
STANDARD PPO S 50390|s 377.93
818,68 32| 28337
984.36 6] 366.20
1.289.14 77055 51858

WEAKLEY COUNTY PAYS 75% OF THE TOTAL PREMIUM OF THE
EMPLOYEE ONLY COST PLUS 50% OF THE ADDITIONAL COST
FOR DEPENDENTS.

WEAKLEY COUNTY IS PREMIUM LEVEL 1.




TennCare Notice

— I

Are You or Your Dependents Insured by TennCare?

& TENNCARE

Regular full-time employees of participating agencies of state government, local education
agencies and local government ies and their d are eligible for health insurance
d

hrough a state-sp dical plan.

P

If you and/or your dependents are currently enrolled in TennCare you are required to contact
your caseworker at the Department of Human Services within 10 days of your date of
employment. You need to report your new job, salary and that you have access to medical
insurance with your employer. If you have elected to sign up for state-sponsored medical
insurance you will need to provide your DHS caseworker with the date your coverage will
begin and the name of the insurance carrier.

TennCare could determine that you would still be eligible to continue the TennCare coverage.
If TennCare cancels your coverage or the coverage of your dependents at some future
date, you will have 60 days from the termination date to apply to your employer for
coverage on the state-sponsored plan. You may also contact the State Division of Insurance
at 1-800-253-9981 for instruction on how to apply after TennCare has cancelled your coverage.

Ter Code A d71-5-118

It is now a felony offense to obtain TennCare coverage under fraudulent means. Violators, if
convicted, can be sent to prison.

It is now a felony offense for a person to knowingly obtain, attempt to obtain or aid and abet any
other person to obtain, by fraudulent, means any coverage provided to TennCare enrollees.

In addition to any penalties for a felony offense, any person committing the offense and violating
the law may be disqualified from participating in the TennCare Program as an enrollee.




Cobra Notification and HIPPA

=g

ConTiNuING INSURANCE THROUGH

COBRA

Eligibility rules for participation in the state
group insurance program through COBRA are
based on the policies of the group insurance
program and federal legislation.

Medical benefits through COBRA follow
the same restrictions and guidelines as the
state’s group health plans. Benefits are
outlined in the employee Insurance
Handbook and the Plan Document.

|| STATE GROUP

INSURANCE
PROGRAM

NOTICE OF
PRIVACY
PRACTICES

This notice describes how
medical information about you
may be used and disclosed and
how you can get access to this
information.

Please review this
notice carefully.




EAP Information

Welcome!
Magellan Health Services is the company contracted by the state g i program to provids ol

program, mental health abuse benefits for all state group i prog: d
eligible dependents. Magellan is the nation's leading behavioral health and employee assistance company. All services
are strictly confidential and can be accessed by calling Magellan 24 hours a day, seven days a week, at 1.800.308.4934.

Employee Assistance Program Eligi
The chart below defines eligibllity for employee assi ices. You and your eligibl
receive up to six counseling sessions per episode at no cost to you. All services are strictly confidential, The EAP can

handie problems related to:
. Stress . Adjusting to change
. Depressionandanxiety . Child and elder care
+ Family or parenting issues - Workplace concerns
+ Alcohol or drug dependencies . CGriefand loss
Marital or relationship issues «  Work/life balance

Lacal Education Plan and
figeal Govesrmment Plan E i

Online Resources

fag: .com provides Ith i ion, tools and resources to help with fife’s challenges as well as
opportunities. This site offers you the ability to take self-assessment tests, on-line trainings, search for available providers
and access Mapquest® links to see a map of your provider's location, as well as obtain driving directions. It also provides
the ability to review claims information online. To access the site for the first time, you will be prompted to enter the toll-
free EAP number (1.800.308.4634). You may then set up your own unique account number and password for confidential

and anonymous access to a wide variety of information and resources.

Mental Health and Substance Abuse Eligibility
You and your dependents must be enrolled in health coverage to be eligible for mental health and substance abuse
services. No matter which healthcare option you have selected, you have convenient and confidential access to mental

health and substance abuse benefits. Your specific benefi d mental health abuse services depend

on your particular healthcare option (see grid on reverse side}, but services generally include:

«  Outpatient assessment and treatment «  Alternative care such as partial hospitalization and
Individual and group treatment intensive outpatient treatment

+  Inpatient assessment and treatment «  Treatment follow-up and aftercare

Certain services are specifically excluded under the d conditions of the state group program. For more

information, contact Magellan Health Services or refer to th available at www.state.tn. fins/ or

from your agency insurance preparer.

HEALTH BV

MAGELLA

Gtting Besser All she Time™




» The insurance enrollment transfer period for 2011 is:

October 1 — November 1

» This is the ONLY time period to make changes
to your insurance coverage for the year.




Vision & Dental

O

» Delta Dental and Assurant Dental

» Vision Blue




Sick Leave Bank Donation Form

Weakley County Education A e
Sick Leave Bank Donation

PLEASE PRINT:

NAME:

Social Security Number:

Donation:

Donations shall be made during the ths of t, b
or October. The number of days to be donated shall be prescnbad
by the C i of Tr , in no case shall the
donation exceed three days. When the total sick leave bank balance
falls below thirty days, each participati ber will be d
additional days to restore the balance. Donations are nonrefundable
and nontransferable.

As a certified employee of the Weakley County Sch y 1
donate two (2) days to the Sick Leave Bank.

Signature of Employee Date




ransfer Sick Leave Form

T: (73D 364-5429 F: (73] 364-3858

Please return this form to: Weakley County Department of Finance
8319 Hwy. 22, Suite B
Dresden, TN 38225

Please certify AND have notarized the accumulated sick leave days at the end of the
- 'school year for the below named teacher.

‘Superintendent/Principal

State of

County of

Sworn to before me this




Experience Verification

TENNESSEE DEPARTMENT OF EDUCATION - OFFICE OF TEACHER LICENSING

EXPERIENCE VERIFICATION
The information listed below is to be completed by the current or previous il Ageny
Director, or Desi Officen. ipals are not to sign this form unless they are the designate

personnel officer. Please note that if verifying college experience, only experience as a full-time voting member of the faculty
is accepted. Use one line for each change in status. Do not include leave of absence periods.

NAME OF EDUCATOR SOCIAL SECURITY NUMBER

IMPORTANT: Educator please keep a copy of this form. You will need to give a copy to your
superintendent/director when you are employed in a Tennessee school.

below to be ONLY by the SCH 'YSTEM OR COLLI ere teaching was rmed.

EXPERIENCE RECORD (Please list experience yearly, each year on a separate line, beginning July1 and ending June 30.)

Name School Position School Year, July - June Time Served | % Time, | Total
of System and State| Beginning Date |  Ending Date 1000 | Daysin
School Grade Level Month/Day/Year | Month/Day/Year | Months Days % Less. Year

THE ABOVE SCHOOL, SCHOOL SYSTEM OR COLLEGE OR UNIVERSITY WAS FULLY APPROVED OR ACCREDITED BY THE
AT THE TIME SERVICE WAS PERFORMED.

(State Department of Education or Association of Colleges & Schools)
Check one of the following:
[ ]Public School [ ] Private School [ ] U.S.Government Service [ ] Paid, Full-time Voting Member of
Teaching Program College or University Faculty

| HEREBY CERTIFY THAT THE ABOVE LISTED EXPERIENCE IS A TRUE AND CORRECT COPY OF THE RECORDS ON
FILE FOR THE EDUCATOR NAMED ABOVE.

(This form must be signed by an 1zed official from i as stated above.)
[l Title Number.
Address
Street/P.0. Box city State Zip Code
Email Address Date.

ED2034a REV 01/08




Welcome to the Weakley County School System!

Please fill out paperwork and return the documents
by August 10, 2011.

We have appointment calendars available-
Be sure to make your appointment today!




